STATE O CALI FORN A BUSI NESS TRANSPCORTATI ON AND HOUSI NG AGENCY

DEPARTMENT CF CORPCRATI ONS, HEALTH CARE DM SI ON, COWPLAI NT FCRM

PLEASE READ THE | NSTRUCTI ON SHEET PRI OR TO COVPLETI NG TH S FORM
PLEASE TYPE OR PRI NT CLEARLY AND COVPLETE ALL I TEMS ON THI S FORM

1.
2.
3.

10.

10a.

11.

Your full nane (identifies you as the conpl ai nant):

Your street address (residence):

Aty: St ate: Zi p:

Tel ephone: Hone ( )
Vork ()

Conpl ete Nane of Health Pl an:

Addr ess:

Aty: State: Zi p:

Subscriber's conplete nane if different fromyour nane:

Subscriber's identification nunber:

| f group coverage, nane of group:

Have you previously witten to the Departnent of Cor por -
ations about this specific natter? 1f yes, please give:
Fi |l e nunber: Date Witten:

Have you reported this to other governnental agencies?
Yes No

If yes, please state nanme of agency and its file nunber:

Are you a Medi-Cal beneficiary? Yes = No_
Are you a Medicare beneficiary? Yes ~ No_
Do you have an attorney representing you? Yes  No
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12.

13.

14.

15.

16.

17.

Is there a civil action (lawsuit) pending? Yes No
If yes, state the name of the county, case nunber, date
filed:

* Please also attach a photocopy of the court docunents.

Have you contacted the health plan conpl ai ned about ?
Yes No
If yes, state the date(s) and person(s) contacted:

Do you know whether the health plan has a grievance systen?
Yes No
|f yes, have you used it? Yes No

This information provided is furnished voluntarily. |
understand it is not nandatory that | furnish the requested
information, but failure to do so may del ay or even precl ude
further consideration of ny conplaint.

| understand that a copy of this conplaint may be sent to
the health plan

Stated as briefly as possible, t he followi ng are the
essential facts (including, "who, what, where, when and how)
of ny conplaint (use additional paper if needed):

Dat e: Si gned:

If you have any questions concerning this form please cal
our toll free nunber 1-(800)-400-0815.

After you conplete the for mand attach a phot ocopy of al
t he docunents and records, please mail themto:

Departnment of Corporations
Health Care D vision
Consuner Servi ces Representative
3700 WI shire Boul evard
Los Angel es, CA 90010- 3001
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